Form FE 6-DEP, (4-81)

Oitice of Fedoral Employsey’ Group
L.He Insursnce

4 Eagt 24th Street

Statement ¢f Claim

Option C-Family Life Insurance
Federal Employees’ Group Life Insurance

Riwad instructions on e
vavarse slde of thig toms
bitors complating foim.

MNew York, New York 10010

Part A — General Inf ion About the Insured

3. Sociel Security Number |

D Single
[ Married

1. Marne of insured (Last, First, middie} (Type or Print) 2. Date of birtk [Month, day, year)
4. Dopartmant or agency in which emuloyed {Inslude bursey or division) 8. lLocation of employment (City, State, ZIP Cade)
8. Are you ratirsd and receiving snnuity under any Federsl civiiian retiremant system, including cld age and survivors insursnce (Saclal Security)?
£ ves, Give | Retirament cleim number Dats of retirament
D Mo
Part B — Information About Deceased Family Member - -
1. Full name of decansad 3. Date of birth fMonth, day, year) 3. Date of desth fienth, dey, vesrf' '
~Complete blanks 4-7 if is your SPOUSE ;
4, Dere of mavriage (Month, day, ysar)| 5. Piace of marrisge (C/ty, State) 6. Marrisge was parformad by
] Clergyman or Justice of the Fasce
[ other, Specify ——m
7. Was this marrisge ended by divarce?
[ Yeu, Give | 78, Dste of divarce (Month, day, year! | 7b. Piace of diverce (City, Stte)
] Mo
Complete bianks 8-11 if deceased is your CHILD
. Chitd’'s marital status 9. Child's relatiOnehip to you

{ Legitimate chitd
[0 Adopted child

[J steo chile
D Recognized natural chiid

3 other (Soweify botow)

P

11. 14 the deceasad was a recognized natural child and was not
at the time of veath, did you provide tinencial support for

O o
D Yes — Explain:

10. 1 the decsased was » stepchild or racognized naturat child, was chid Iiving
with you at the time of death?

D\‘u

E] No — Explsin:

lh‘il'\o hh You |
e eh

Part C — Certification By the Insured

1 hershy certify thet all statements made (n this claim are trus to the beet of my knowledgs, information, and betlef, and that no evidencs MMW TG 9 wttle-
ment of this claim is suppressed or withhaid,

1. Bignature of insured (Do not print) 2. Date {Month, day. yesr) - 3. Telechone nummbgmmﬁi

Warning: Any intenticaal false statermnent In the claim er m&l misrep
tion relstiva thersto I1s subject to punishment by a fine of net mors thin

4, Full name of insured {Type or print) n
$10,000 or imarksornant of not more thsn B yesrs, oF n (B U.6.C. u'm}

B. Misiiing acdroes (Number, street, city, stets and ZIP rode)

Part D — Certification of Insurance Status

ACTIVE Employess — to be completed by employing sgency
FORMER E mployest who we AETIREES or COMPENSATIONERS — to be completed by the Office of Parsonnsl Mansgerment

1. Wer smpioyse covered under Qptian C-Family on the date of death of V2

3 If amployss was retired or receiving campesmsation clvlw'hfomﬂon
femily mambaer beiow:

CIvee-Gve — 1a, Effsctiva date of slection 20, Date of birth ‘iNe. dey, yr.)

{:’Nn

{1 cortify that the sbove information given in Part D hes bwen obtained from, and correctly reflects, official records and the smplioyss named mmwom by
Faders] Employesy’ Option C-Family Life Ingurance on the date of the desth,

2a. Date of retirement (Ma. day, yr.)

t

8. Signature of authorized sgency official 4, Name of agency _
‘ 8. Name af sutherized agency officlat (Tiypa or Print) 8. Malling address of aganey, Inciuaing 2P Code o A
? Thtle

8, Dare signed [Réonth, day, vear} 8. Commercial telapncne numbar finciizding ares code)




Instructions to Claimant

. To avoid delay:

H

{a) Read these instructions carefully.
b} Type or print in ink,

Comptation of Claim —
PARTS A, B and C should be completed by the claimant (usually the insured employes).

. Evidence Required —

Thers must be submitted with this claim a certified copy of the death cartificate. This récord may be
obtained from the Bureau of Vital Statistics or equivalant agency. Failure to submit death certificate will
defay settlement of ¢laim. Additional evidenhce may be required,

. If Assistance is Needed —

If you need assistance in completing this claim, contact the local personpel office of tha dapartment
or agency in which vou are or had been last employed or the Office of Fedaral Employees’ Group Lite
Insurance, 4 East 24th Street New York, N.Y. 10010.

. Whaerte to Send Claim —

Forward completsd claim 1o the ocal personngl office of the departmant or agency in which you
are employed. If you are retired or receiving Federal Workers’ Compensation, forward completed claim
form and the death certificate ta: Office of Personnel Management, Retirement and Insurance
Programs, Washington, D.C, 20415,

A REMINDER TO ACTIVE EMPLOYEES AND
FORMER EMPLOYEES WHO ARE RETIREES
OR COMPENSATIONERS UNDER AGE 65

Arrangemants should be made to discontinue withholdings for Family Life
Insurance when an insured no longar has eligible family members.

Active Employses —~ Consult your employing office,
Former Employees who are Retiress or Compensationars — write to the Office

of Personnel Management, Retirament and tnsurance Programs, Washington,
D.C. 20415,




